Introduction
Migration towards the Western States is exponentially increasing [1] . Italy has become a disembarkation country for immigrants sailing from North Africa across the Mediterranean Sea, as well as a destination for many people from Eastern Europe. Some immigrants are refugees escaping from war zones, and are often directed towards other European countries, while others migrate for economic reasons and come to Italy with the aim of finding a job and eventually reunifying their family [2] . Whatever its reason, migration is a complex experience including three different stages-pre-migration, migration and postmigration adaptation/adjustment-each characterized by potential psycho-pathogenic factors which can adversely affect immigrants' mental health [3] [4] [5] . This risk of psycho-social problems and disorders seems higher in women and related to poor socio-economic status, acculturation, discrimination, time elapsed since migration and age on arrival in the new country [6] . Although data about the mental health of immigrants are not univocal, most evidence reports a higher prevalence of psychotic disorders than in natives, especially for minorities from Africa and the Caribbean countries [7, 8] . It is hard to consider immigrants as a homogeneous group concerning the risk for mental illness, considering that: (a) mental health differs among immigrant groups; (b) use of care facilities is shaped by immigrants' patterns of help seeking; (c) access to psychosocial care facilities is influenced by the legal frame of the host country.
A poor use of public mental health services on behalf of immigrants has been described [9, 10] , which probably depends on immigrants' experience and/or perception of several barriers. Barriers may include a state of irregularity, poor understanding of local language, and differences in cultural background, which should be the target of specific strategies at individual, local and national policy levels [9, [11] [12] [13] [14] [15] [16] .
In Italy, although the rate of foreign residents has reached 7.4 % in 2013 [2] , thus exceeding the European average, the literature about the mental health of immigrants is still scant. Only a few studies have assessed immigrants' access to community services for mental health, which represent the psychiatric care hub in our Country [17] [18] [19] . It should be underscored that not all countries share the same organization as far as mental health services are concerned; in Italy, psychiatric services strongly rely on outpatient care, and psychiatric wards of general hospitals are used only for short stays during acute phases, while immigrants may be more likely to turn to the hospital as first place for help-seeking [6] .
The aim of this study is to investigate immigrants' pathways to a Community Mental Health Center (CMHC) located in northern Italy, and to compare the socio-demographic, clinical and treatment variables in the immigrant and native population referring to this outpatient service during a decade.
Methods
The Institute of Psychiatry of the Università del Piemonte Orientale designed a retrospective, observational research which was performed in the CMHC of Borgomanero, which has a catchment area of 73,800 inhabitants, and features representative of the population of northern Italy [2] . The study was approved by the Institutional Review Board of the University, as part of the research duties of the Institute of Psychiatry.
The CMHC team of professionals includes five Psychiatrists, a coordinator of nursing staff, ten professional nurses, a psychologist and a social worker. Access to the CMHC is usually upon referral by the general practitioner, but it can as well be accessed directly upon the patients' or their families' initiative.
Patients matching the following inclusion criteria were included: (1) adult immigrant born abroad, without Italian citizenship; (2) age [ 18 years; (3) first access to the CMHC during the period between 1 January 2003 and 31 December 2013. The immigrant patients' socio-demographic (age, sex, schooling, employment and marital status, housing condition, reasons for migration, residence permit) and clinical characteristics (i.e. diagnosis according to the International Classification of Diseases-10 criteria) [20] were retrieved from their medical records. Features of patients' treatment at the CMHC were recorded as well, including duration (months) and number/frequency of contacts with the CMHC. ''Contacts'' included psychiatrists' visits, either at the CMHC, home, or other care center (such as psychiatric wards, residential communities), as well as telephone contacts.
A control group of native patients was recruited by random sampling among those accessing the CMHC during the same observation period, stratified by year of access. The same socio-demographic, clinical and treatment features were gathered for the case and the control group.
The two groups were then compared, except of course for the variables associated to the immigrant condition.
Statistical Analyses
Non parametric tests (Mann-Whitney) were used for continuous variables with non-normal distribution; differences in patients' age, once verified the normal distribution, were assessed with the t test. Categorical variables were tested with the Chi Square test or, when necessary, Fisher's exact test. Linear regression and binary logistic regression were used in order to ascertain the association between being Italian or immigrant and the outcomes of interest. Statistical analyses were performed with SPPS (SPSS, 20.0.0) [21] . The level of significance (p) was set at 0.05.
Results

Socio-demographic Features
During the study period, 2954 patients contacted the CMHC for the first time, and 191 of them were immigrants matching the inclusion criteria described above. The sociodemographic features of the immigrant sample (N = 191) and of the control group (N = 191) are summarized in Table 1 . Mean age was 37.9 ± 13.1 and 48.2 ± 19.9 years in the immigrant and Italian group, respectively. Almost all immigrants were in possession of a residence permit (96.1 %); the most frequent causes for migration were job search (39.6 %) and family reunification (47.2 %). In a minority of cases, causes for migration were adoption (5.7 %), political reasons (0.9 %) and other reasons (6.6 %). 
Clinical Features and Diagnosis
Clinical features of the immigrant and native group are reported in Table 2 . No difference was found as far as family history of psychiatric disorders and previous hospitalizations in a psychiatry ward were concerned. On the other hand, a self-reported positive personal history of psychiatric disorders was more common in the native population than in the immigrant one. In the sub-group of patients with a reported positive personal history of psychiatric disorders, we found a higher rate of previous hospitalizations in immigrants than in natives.
The distribution of psychiatric diagnoses in the two groups of patients is described in Table 3 . The adjustment disorders and reaction to severe stress were the most common diagnoses in all immigrant populations, except for patients from Europe 15 states. Mood disorders were more common among North Africans (20 %); schizophrenia and other delusional disorders were more frequent among patients from Eastern Europe; last, anxiety, somatoform and conversion disorders were more frequent among patients from the Balkans and Central and South America. Overall, immigrants were more frequently diagnosed with adjustment disorders and reaction to stress than Italians, and less frequently with psychiatric disorders with an organic basis and mental retardation (see Table 3 for details).
38.7 % of immigrants had a personal history of psychiatric disorders before migration, while in 47.1 % the onset of psychiatric disorders was after migration (this datum could not be retrieved from clinical charts in the remaining cases). We have not gathered any data on age on arrival and the potential impact of this variable on results, but we have observed that in the immigrant sample, the median time between migration in Italy and access to the CMHC was 8.5 years (min = 0, max = 37). No statistically significant difference was found in this variable between immigrants with and without previous psychiatric contacts in their Country of origin (median = 7 years, min = 0, max = 35 and median = 9 years, min = 0, max = 37, respectively).
Pattern of CMHC Referral and Treatment Features
No difference between immigrants and natives was found as far as pathway to CMHC referral is concerned. Linear logistic regression failed to find any significant association between immigrants and Italians and either duration of treatment or numbers of contacts during the treatment period. However, immigrants dropped out significantly more frequently than the Italian people. Running binary Table 4 for further details.
Discussion
Patients of both the immigrant and native group were predominantly female, which reflects a typical pattern of outpatient care [22] . In our sample, as far as the sociodemographic profile is concerned, immigrants were younger than natives, had a higher educational level, were more frequently married or cohabiting and were more commonly unemployed. These features are typical of the so-called 'economic immigrant' consistently with the pattern of migration we found in our sample. The economic immigrant is usually young, has a good socio-cultural background, and the reason for migration is usually job seeking or family reunification. Although different from the results from other studies [23, 24] , our data are consistent with reports about the immigrant population in Italy [2, 25] . As regards the relationship between migration and onset of psychiatric illness, most immigrants in our sample presented symptoms after migration, and the median time between migration in Italy and first referral to the CMHC was 8.5 years, while only 7 % of patients contacted the CMHC within the first year after the migration. Furthermore, no difference was found between immigrants and natives as far as familiarity and previous history of psychiatric hospitalizations are concerned. On the other hand, a history of psychiatric disorders was more common in natives than in the immigrant population. Moreover, our findings support the idea that stressful events emerging in the post-migration phase may predispose immigrants to the onset of mental illness or of psychiatric symptoms [14, 26] .
In the sub-group of patients with a reported positive personal history of psychiatric disorders, a higher rate of previous hospitalizations was found in immigrants than in natives. Nonetheless, it should be noted that the information about higher frequency of a personal psychiatric history among the native population relies on self-report and this may represent a bias because natives may feel more comfortable about self-disclosure than immigrants. The decision to disclose may be complex and the information we gathered do not allow to draw any clear conclusion about these data. Concerning this issue, anyway, a recent study about the differences in mental health service utilization by immigrant and native populations of Lombardy (Italy) [6] found a different pattern of use of outpatient and hospital acute mental health services between natives and immigrants. The latter tend to apply more frequently to acute mental health services (e.g. Psychiatry Wards in the General Hospital) than to CMHCs. The results from this study integrate and complete our own ones. Our focus was specifically on CMHC access, and we found that, when an immigrant turns to this outpatient service, the pathway of access and treatment overlaps with the one of native patients. Nonetheless, it is likely that the outpatient treatment is similar in natives and immigrants as far as number and frequency of contacts are concerned, but that it may show differences regarding the type of intervention delivered, mainly as far as psychotherapeutic interventions is concerned, as suggested by Spinogatti et al. [6] . In our sample, the time elapsed between migration and referral to the CMHC was consistent with the literature [27, 28] . It is not clear whether its duration depends on the presence of socio-cultural barriers that hinder immigrants' access to psychiatric facilities, or instead on the accumulation of stressful events through the years, eventually leading to the onset of psychiatric symptoms and disorders. To support this latter hypothesis there is the finding that in our sample the most frequent diagnostic categories included adjustment disorders and reaction to severe stress, which is consistent with previous studies performed in Italy and abroad [17, 29] . The frequency of adjustment disorders and reaction to stress we found suggests the importance of trying to identify ad hoc interventions for this population. Besides a specific ethno-psychiatric and transcultural competence, practitioners working with immigrants with such disorders may consider psycho-educational and supportive approaches focused on the stressing situations experienced by immigrants during the adjustment period in the new country. Adapted and manual-based family psycho-educational programs have effectively demonstrated the success of adult interventions that incorporate education, coping skills and problem-solving strategies [30] .
Our results about diagnoses, on the other hand, are in contrast with the higher incidence of schizophrenia and other delusional disorders reported in immigrants rather than in natives [7, 31] . It should be underscored that the generalizability of the existing studies in this field is limited by the extreme heterogeneity of immigrants' nationalities and socio-economic conditions, and of the possible role of risk and protective factors in ethnic minorities [32] . Moreover, the features of the host country and host town may play a role form this point of view. For instance, a good integration in the social context and a stable socioeconomic condition may play the role of protecting factors, which strengthen immigrants' resilience, even in the presence of stressors [33] , and this may particularly apply to the 'economic' immigrant.
As already described, the two groups of immigrants and natives did not show any difference also as regards main pathway to CMHC referral, which in both groups was referral on behalf of the general practitioner or of a medical specialist who was already treating patient. Thus, our immigrant population seems to be quite integrated as far as understanding and use of public facilities are concerned.
There were no statistically significant differences between the two groups also regarding length of treatment at the CMHC and the number of contacts during this period. It seems that once the therapeutic relationship is set up, the support and treatment offered to immigrant and native patients is the same, at least ''quantitatively''. However, interestingly, in immigrants we found a higher frequency of treatment dropout without agreement with the psychiatrist. Despite one of the possible influential factors on dropout rate in ethnic minorities might be acculturation level [34, 35] in our study we have observed that immigrants' level of instruction is much higher than in Italian sample. Thus it is likely that other factors were involved in the higher dropout rate we found in the immigrant population [36] . So, these issues suggest that, rather than possible barriers in accessing the CMHC, immigrants may have trouble in setting up a strong and lasting therapeutic relationship, likely due to different cultural backgrounds and different conception of the doctor-patient relationship. In the immigrants sample we assessed, a discrepancy emerged among high cultural level and current employment status; this suggests that future researches should investigate also immigrants' financial needs and employment opportunities, and the possible impact of these variables on treatment discontinuation. Moreover, our findings may also point out to possible clinical implications; it is likely that the economic immigrant population might benefit from brief, solution-focused outpatient treatment approaches focused on working/employment problems and unfulfilled expectations.
Some considerations about the equipe working at the CMHC in Borgomanero may be useful: currently there is no cultural mediator within the team of the operators; anyway, until 2011 there was a psychiatrist with a good knowledge of Arabic language who was dedicated mainly to the treatment of Moroccan women. Apart from the possible language problems, anyway, the absence of a cultural mediator may have conditioned immigrants' dropout [37] . We should underscore that besides the lack of the constant presence of a linguistic or cultural mediator, there are no regular training courses to implement cultural competence of CMHC operators. Regrettably, this happens despite the shared knowledge that the setting of psychiatric services should target the specific needs of patients with socio-cultural differences [8, 38, 39] .
Limitations
The single-center (although representative of northern Italy) and retrospective design, together with data gathering through medical charts review are limits of the current study. Moreover, our sample did not include immigrants who, after an ER referral in acute psychiatric conditions, did not contact the CMHC. We have already described that immigrants with a psychiatric disorder may be culturally bound to seeking help through a request for hospitalization rather than for help from CMHCs [6] . These patients may have a worse socio-economic situation than those we recruited for this research: they may be more likely to have no residency permit, to live in precarious conditions, and to have a higher prevalence of comorbid substance abuse [40, 41] .
For practical and feasibility reasons, we did not retrieve data from all the 2763 charts of natives applying to the CMHC during the decade we studied, but rather randomly selected a natives' sample stratified by year of access; anyway, the sample size was large enough to allow a good statistical power for the analyses performed.
Recommendations for Clinical Practice
The cultural awareness of (mental) health professionals should be strengthened [6, 37] . Factors including cultural prejudice against psychiatric services, perceived discrimination, social isolation, unemployment, and ethnic density [42] [43] [44] should be accounted for in the approach to the immigrant patient. Therapists need to be encouraged to increase their cultural knowledge, especially in the form of real-life, immersion experiences [45] . Consulting a cultural expert may be helpful to support the cultural appropriateness of the intervention delivered [46] . Culturally competent treatment is based on sensitivity to the first language of clients, understanding of the cultural nuances, treatment methods that reflect the culture-specific values and treatment needs of patients [47] . The concept immigrants have about the therapeutic relationship is another important issue; see for instance the four themes in immigrants' perception of therapeutic relationship described in the study by Jim [48] ; overall, what emerges from immigrants' accounts was the emphasis on the value of therapy as a place to be heard and understood, and of the ''empathizing activity'' [49] of the therapist. Entering into the experiential world of another person, is a fundamental activity of therapists regardless of theoretical orientation [50] , and is an essential prerequisite for ''cultural'' or ''ethnocultural'' empathy [51, 52] .
Future Research Directions
Future research developments should consider the possible correlation between age of arrival in Italy and onset/features of psychiatric disorders. The differences between first and second generation immigrants should be assessed as well, according to the literature which suggests that psychosis may be the most frequent psychiatric diagnosis in second generation immigrants. It could be also interesting to focus on those variables that might explain high frequency of treatment dropout in the immigrant population; these variables might span from the absence of a proper therapeutic alliance and cultural competence, but also to the spontaneous achievement of problem solving skills that helps immigrants navigating their new environment.
Conclusions
Overall, despite the limitations described above, we believe that our findings add to the current dearth of studies concerning immigrants' use of mental health services in Italy [6] .
The cultural awareness of (mental) health professionals taking care of immigrants' mental health needs should be enhanced [6] ; from this point of view, it is also important the role of the general practitioner in recognizing mental disorders in this population and properly directing them towards community mental health services [37] , in order to avoid the currently existing unbalance between admission to general hospital psychiatric wards and referral to CMHCs.
Our results suggest that, while it is still necessary to improve access to mental health services for immigrants, for those sharing the features of the 'economic' immigrant it may be more important to focus the efforts on establishing a therapeutic relationship that can be experienced as reliable and trustworthy. The finding of similar pathways to access the CMHC in natives and immigrants in our sample is encouraging, and multi-center studies on a larger base will be required to support it.
